twenty-fourth day the temperature rose to 101°F., and the air entry was found to be deficient on the left side of the chest. On the twentysixth day the skiagram shown was taken. The foreign body was now seen to be a long pin, which had lodged in the left bronchus with the point upwards. It could not be observed on screen examination. It is less common to find the foreign bodies in the left than the right bronchus, the proportion being about one to three.
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The patient was placed under the care of Mr. Norman Patterson, who operated on the twenty-eighth day. Chloroform anmasthesia was used, combined with local cocaine anaesthesia. The bronchoscope was passed with some difficulty owing to the small size of the air passages. The pin was eventually seized by forceps, and removed together with the bronchoscope. The patient recovered rapidly with no sequelae.
A Note on a New Sign in the X-ray Diagnosis of Pulmonary Tuberculosis.
By STANLEY MELVILLE, M.D.
DR. STANLEY MELVILLE suggested that limitation of the movements of the diaphragm was overrated as a valuable diagnostic sign in early pulmonary tuberculosis. Even a greater restriction of movement was frequently seen in inflammatory conditions of lung and pleura; while, in the case of mouth-breathers and in the majority of women, the diaphragmn was not extensively used as a muscle of respiration. Sir Robert Philip, of Edinburgh, for many years had taught the value of what he felicitously termed " Tidal Percussion," in relation to the ftunctional activity of the lung; and it was to the application of this in radiology that the speaker was anxious to draw the attention of the meeting. The term "tidal percussion " meant the difference between the reson,ant note obtained during inspitation and expiration, the tidal change in the healthy lung being considerable. He would not venture upon a discussion on the clinical aspect of the question: Sir Robert Philip's writing on this subject was, however, extremely interesting, though the view taken did not appear to have met with anything like universal acceptance among clinicians.
Having regard to the principle that limitation of the tidal per.cussion depended upon the degree of lessened expansion of the lung (and it was convenient, to study this at the apex of the lung), the following were the observations that he had made, so far as the investigation had been carried. In the normal lung, during full inspiration, the expansion of the apices was equal, and it was possible to see, above the clavicle, the posterior ends of the two upper ribs and, possibly, the upper border of the third rib; further, and this he regarded as important, the two upper intercostal spaces were of equal width.
In emphysema usually the upper three ribs could be seen above the clavicle, and the intercostal spaces, though still of equal width, were widened. In lessened expansion, due to interference with the air entry into the ascending bronchus, not only was a much smaller area of the bony framework of the thorax visible, but the intercostal spaces were definitely narrowed, the two upper ribs being frequently so close together that no translucent lung could be made out. In several skiagrams which he showed, illustrating these differences, in a pulmonary root lesion the space between the first and second ribs was practically obliterated, while in a dense fibrotic lesion of the region of the upper lobe the first and second spaces 'were much narrowed, and there was no lung tissue to be seen in the first intercostal space.
While he considered it more convenient to estimate this degree of lessened expansion during the screen examination, he would emphasise the necessity there was that the central rays of the X-ray tube should always bear the same relation to the part under examination. An arbitrary point was taken in his work, this point being the level of the third costal cartilages with the sternum. He hoped others would follow out the investigation in their own work, and that the subject might be brought up again at a subsequent meeting of the Section.
Demonstrations.
By J. A. CODD, M.D. LANTERN slides of (1) an improved tube-stand. The majority of tube-stands are arranged so that the long axis 'of the tubp is vertical, and in many positions of the tube for treatment the cathode stem is in the way, and comes in close contact with the patient's body. For therapeutic purposes the tube should have its long axis horizontal when
